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ABSTRACT 
There are limited occupational therapy (OT) services available to community 
dwelling adults with chronic health conditions and disabilities. Inconsistency in services 
across the continuum provokes discontinuity in care, lack of community resources and 
supports, and patient noncompliance (Naylor et al., 2017; Östman, Ung, and Falk, 2015; 
Sweeney et al., 2012). Lack of adequate services often results in poor health 
management, rehospitalizations, falls, learned helplessness, and lack of purpose and 
identity (Medina-Mirapeix et al., 2011; Östman, Ung, and Falk, 2015; Freburger, Li, 
Johnson, and Fraher, 2017). Long-term health outcomes and participation of individuals 
with chronic health conditions are dependent on a model that addresses these factors and 
creates a standard of care for community-based OT. 
The Integrating New Skills to Promote Independence Rehabilitation and Equity 
(INSPIRE) Model For Productive Living is a proposed process model to guide 
community-based intervention plans. The INSPIRE Model is grounded in theory and 
informed by the evidence to create a self-directed process to promote skill acquisition, 
carry over and long-term compliance for adults with chronic health conditions and 
	  
	   vii 
disabilities. More specifically, occupation-based theories, including Model of Human 
Occupation (Kielhofner and Burke, 1980), and the Ecology of Human Performance 
(Dunn, et al., 1994) are used as a basis to create the model, and the Adult Learning 
Theory (Parslow, 2010) to structure the conceptual themes and process. Although 
services at the community level are limited, best practice to promote independence and 
self-management of health were identified and integrated into the INSPIRE Model. 
Strategies for implementation, dissemination, and funding are outlined. 
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CHAPTER ONE: INTRODUCTION 
Summary 
The Integrating New Skills to Promote Independence Rehabilitation and Equity 
(INSPIRE) Model for Productive Living is a proposed process model for community-
based occupational therapy (OT) services to facilitate community participation and 
productive living for adults with chronic disabilities and health concerns. The INSPIRE 
Model addresses the gaps in community-based services that provoke noncompliance with 
health management and lack of carryover of skills for individuals with chronic 
disabilities, impeding their independence, safety, and health and wellbeing. The INSPIRE 
Model is intended to be implemented by OTs working in the community.  
Nature of the Problem 
At the community level there is a decrease in continuity of care due to infrequent 
interdisciplinary collaboration, and inadequate outpatient/community therapy services 
prevent quality and consistent care. As continuity of care decreases, patients perceive a 
break in the rehabilitation process and lack of coherence with treatment. Inadequate 
services result in rising re-hospitalization rates, falls and secondary injuries, learned 
helplessness and non-use, and a lack of purpose and identity (Medina-Mirapeix et al., 
2011).  
Coordination of health care services is required for continuity of care. Chen, 
Neufeld, Felly, and Skinner, (1998) found that compliance with therapy services is often 
influenced by the client’s self-efficacy and health locus of control, determined by the 




engagement in their health as a means to enhance participation and quality of life. As 
health care reform continues in attempt to bridge these gaps, there is an emphasis on the 
Triple Aim approach to (1) improve quality of care with (2) cost-effective programs, to 
(3) reduce long term health care costs (Robinson, Fisher, and Broussard, 2016). 
From an occupational perspective, these consequences affect independence and 
safe participation with ADLs, and impede health and wellbeing across all contexts and 
environments. Therapists should facilitate the continued use of client-centered 
performance skills obtained through therapeutic interventions in order to develop and 
sustain safe habits, routines, and roles for productive living (Occupational Therapy 
Practice Framework, 2014). Occupational therapy was founded on the basic principles to 
facilitate community reintegration of veterans during World War I. Over the past century, 
society has adopted a medical perspective of disability leading our profession towards 
impairment-focused interventions rather than a holistic approach to participation 
(Longmore and Umansky, 2001).  
Explanatory Overview 
Summary 
The explanatory model (Figure 1.1) illustrates the causal pathway and cycle of the 
factors that impede community integration of people with disabilities. Lack of knowledge 
of community-based OT services hinders service acquisition across the continuum, which 
has enabled our current healthcare models to neglect occupational concerns. Appropriate 
service acquisition and community supports after discharge is currently dependent on the 




standards for community integration. Inadequate and inconsistent services after discharge 
hinder compliance with health management techniques, and therefore impede safety and 
independence with community participation. Long-term health outcomes and 
participation of individuals with chronic health conditions are dependent on a model that 
promotes the factors of community integration; continuity of care, community supports, 
and patient compliance. A literature search was completed to find the strongest evidence 
to identify the gaps in the continuum of care, community resources, and patient 
compliance (Medina-Mirapeix et al., 2011; Östman, Ung, and Falk, 2015; Freburger, Li, 









	    

















Neglect of occupational 






Continuity of Care 
Continuity of healthcare services after discharge is an essential component of 
community integration for individuals with various chronic health concerns. The 
American Occupational Therapy Association published a health policy perspectives 
paper that discussed healthcare system changes that promote community-based care and 
identified gaps in transition services. As healthcare reform continues, there is an 
increased need for occupational therapists to begin planning and implementing structured 
transition programs that promote successful community integration for individuals with 
disabilities. Though occupational therapists have provided community-based care in the 
past, the authors highlighted the need for structured, consistent, and coordinated 
community integration services (Robinson, Fisher, and Broussard, 2016).  
A later study was conducted by Naylor et al. (2017) to identify these gaps in 
transitional care for individuals with chronic health problems and poor post-
hospitalization outcomes. More specifically, they described seven key components of 
transitional services as patient engagement, caregiver engagement, complexity 
management, patient education, caregiver education, patient and caregiver well-being, 
care continuity, and accountability on providers/team (Naylor et al., 2017). The literature 
review revealed several studies that have assessed continuity of care for specific 
populations with chronic health concerns. 
Medina-Mirapeix et al. (2011) conducted a qualitative analysis in Spain of 
individuals with musculoskeletal conditions to assess continuity and quality of outpatient 




in a stopping point in their rehabilitation process and expressed feelings of loss of 
coherence in the treatment. Common themes presented that reflected the components 
described above. These included provider interactions such as feelings of mistrust and 
frustration affecting their quality of care and safety within the community, highlighting 
the need of care coordination, mutual collaboration, and provider responsibility (Medina-
Mirapeix et al., 2011).  
Östman, Ung, and Falk (2015) revealed factors that resulted in discontinuity and 
poor health management of individuals with chronic congestive heart failure. The 
participants reported that the providers had objective encounters and preconceived 
expectations for compliance. The encounters reflected poor communication, 
fragmentation, and competing motives. They demonstrated that inconsistent 
communication not only affects quality of care, but also the services that clients receive 
throughout the continuum (Östman, Ung, and Falk, 2015). Additional literature on the 
effects of continuity of care was published on health and social outcomes of adults with 
chronic mental health concerns (Sweeney, et al., 2012). The study revealed that 
continuity of care is composed of three sub-constructs; preconditions, staff-related and 
care contacts. Similarly, these studies report that a strong trusting relationship with 
providers is essential for continuity of care and service acquisition (Östman, Ung, and 
Falk, 2015; Sweeney et al., 2012). 
Appropriate service acquisition is an important component of transitional models. 
Freburger, Li, Johnson, and Fraher (2018) completed an analysis of Medicare claims of 




was to assess the timing and use of community-based occupational and physical therapy 
services after discharge. The authors found that only forty percent of patients received 
therapy after discharge, and a strong correlation between hospital staff and provider 
supply, and continuity of services after discharge. A greater number of inpatient 
therapists was correlated to early therapist use and continuity after discharge. The 
researchers’ analysis of claims exposed disparities and inconsistencies among 
community-based therapy services, which should be addressed through standards of care 
and community models (Freburger et al., 2018). These gaps within the continuum of care 
hinder community reintegration, and therefore should be addressed with appropriate and 
adequate community services. 
Community Resources 
As we promote community integration of individuals with chronic health 
concerns, it is crucial that adequate community supports are provided to enhance the 
integration of our treatment plans. Levine, Halper, Peist, and Gould (2010) discussed the 
need for community services in order to promote community living for individuals with 
long-term health conditions. The authors highlighted programs that are led by physicians 
and nurses to provide family and caregiver education to carry over health medication 
management. These programs have been beneficial for health promotion and well-being, 
however appropriate resources that facilitate community participation are not available 
(Levine et al., 2010). Belling et al. (2011) later studied facilitators of and barriers to 
integrated community healthcare services for individuals with chronic mental illness. The 




integration of services and health outcomes. 
The American Occupational Therapy Association discussed the negative 
consequences of inadequate resources for community integration from an occupational 
perspective. Roberts and Robinson (2014) highlighted the gaps in healthcare services and 
treatments, which often result in unmet care needs, secondary injuries and re-
hospitalization of individuals with health conditions in the community. They also reflect 
on the importance of interdisciplinary collaboration and research to develop new 
intervention strategies and approaches to promote quality and continuity of care. 
Occupational therapists have a unique role and value in developing initiatives that 
promote quality of care to improve the carryover of skills and prevent secondary injuries. 
(Roberts & Robinson, 2014). 
A later study was conducted to further analyzed rehospitalization, specifically in 
the traumatic brain injury population. The rates, reasons and probability of 
rehospitalization were assessed at 1, 2, 5 and 10 years post injury. The authors discovered 
that poor general health maintenance was most the common reason for rehospitalizations 
two years post injury. The results also reveal that the rate of rehospitalization due to poor 
health management increased after each follow-up appointment (Dams O’Connor et al., 
2017). This suggests that there are gaps in service delivery models and inadequate 
resources, which limit carryover of management techniques, demonstrating the need for 





 Patient compliance with health management and intervention plans is an 
important factor and predictor of positive therapy outcomes and goal achievement. 
However, noncompliance is a common theme among individuals within the community 
receiving therapy services. In order to promote carryover of therapy skills to facilitate 
community integration, factors that affect compliance must be addressed. Cameron 
(1996) analyzed components of healthcare that affect compliance. The authors suggested 
that healthcare models and intervention plans include a collaborative relationship 
between the provider and the patient, patient education, and the recommendation of social 
community supports.  
 Chen, Neufeld, Feely, and Skinner (1999) later identified factors that influenced 
compliance specifically with occupational therapy home exercise programs among 
individuals with upper extremity dysfunction in the community. They identified two 
predictors of compliance as perceived self-efficacy and internal health locus of control 
(HLOC). Motivation was determined as key factor influencing compliance, which 
directly related to patient satisfaction (Chen et al., 1999). A later study revealed that 
satisfaction for cancer patients experiencing chronic pain was composed of their 
relationship with the provider, how they were treated and the collaborative approach to 
healthcare (Beck, Towsley, Berry, Lindau, Field, and Jensen, 2010). A partnership 
between the provider and the patient can promote self-efficacy and HLOC to facilitate 
self-management with treatment plans.  




integrating self-management into health care were previously discussed by Lorig and 
Holman (2003). The authors related the acquisition of self-management skills to the 
development of problem-solving skills. Specifically, they identified the steps for self-
management as problem definition, generation of possible solutions including the 
solicitation of suggestions from friends and health care professionals, solution 
implementation, and evaluation of results. These components should be integrated into 
our healthcare models as steps to promote self-management and productivity for 
individuals with disabilities.  
Limitations of Current Research and Recommendations 
 The explanatory model for the INSPIRE Model was revised throughout the 
literature review. As common themes for continuity, limited resources, and poor 
compliance arose the new model was created. The literature review was not only 
beneficial for revision of the model, but also provides evidence for the needed 
components of the INSPIRE Model.    
All of the studies discussed above revealed gaps in community-based healthcare 
services that limit community integration. Throughout the literature search limited to no 
controlled trials on healthcare models and community integration were found. There are 
also few articles written from an occupation-based perspective. Most focused solely on 
health outcomes rather than occupational performance. Lastly, the studies were 
conducted in a variety of diverse regions, including Japan, Spain, and the United States 
(Medina-Mirapeix et al., 2011; Östman, Ung, and Falk, 2015; Freburger, Li, Johnson, and 




al., 2012; Levine et al., 2010; Belling et al., 2011; Roberts & Robinson, 2014; Dams 
O’Connor et al., 2017; Cameron, 1996; Chen et al., 1999; Beck, et al., 2010; Lorig and 
Holman, 2003). Cultural influences may affect the generalizability of the review. Future 
controlled trials should be conducted with pilot programs that address the concerns of 
community care and should consist of large samples to enhance the validity. Additional 
research is needed to develop an OT community model to facilitate successful 
community integration. 
Support for Community-Based Occupational Therapy 
Community-based practice enables OTs to reach their full potential as 
practitioners and apply the core principle of our profession in the least restrictive and 
natural environment. Community-based OT is supported by scientific evidence and 
legislation that will facilitate and guide service delivery models at the community level. 
Roberts and Robinson (2014) analyzed the records of Medicare beneficiaries and 
reported that, “of patients that are discharged from hospitals, 19.4% will be readmitted 
within 30 days and 51.6% within 1 year”. This places a financial burden on Medicare, as 
well as a personal burden on the patient and family. Occupational therapy’s perspective 
of rehabilitation offers a distinct value in facilitating engagement of patients by 
developing risk-reduction strategies (Roberts and Robinson, 2014).  
The Journal of the American Medical Association published an article on 
occupational therapy’s role in preventative community-based services and promotion of 
independent living older adults with disabilities. Clark, et al. (1997) found that OT 




reported that OT services should be considered in health management to reduce health 
risks in older adults (Clark, et al., 1997). Occupational therapists promote functional 
performance and participation with intervention plans that address the client’s barriers 
through wellness and prevention strategies, promotion of self-sufficiency, and skills 
training to achieve independence. Occupational therapists consider the client’s strengths 
and interest, along with their disease or impairment to formulate a comprehensive 
treatment plan. Occupational therapy’s holistic ideologies promote evaluation of all 
aspects of the client’s life; social and environmental contexts, occupational engagement 
and community supports (Robinson, Fisher and Broussard, 2016).   
Challenges in Addressing the Problem 
 There are professional, political and social barriers to address in order to enhance 
community-based occupational therapy services to promote compliance and carryover of 
skills. In occupational therapy service delivery models there is a lack of standards of 
practice for community-based services (American Occupational Therapy Association, 
2013). Community-based occupational therapy is viewed as a nontraditional practice 
area, and therefore there is little continuity and consistency of care at the community 
level. Also, therapists are often unaware of community resources, which hinders 
carryover of skills once discharged into the community. Lack of patient education on the 
presence of community resources impedes independence and successful integration 
(Robinson, Fisher, and Broussard, 2016). Therapists must be aware of community 





Insurance restrictions and lack of coverage prevent clients from obtaining 
adequate services that facilitate safe community participation and integration. Insurance 
caps for community therapy services limit the amount of services available, which 
hinders client-centered care for individuals with chronic disabilities (Perglotti, Lavery, 
Reeve, and Dusetzina, 2016). Individuals with chronic or long-term disability may 
require adequate and consistent therapy services to maintain independence and reduce 
hospitalization (Roberts & Robinson, 2014). Liability also creates a barrier for 
community-based practice since community engagement increases risk of injury. 
Employers are liable for injuries or incidences that occur during a treatment session 
(Ranke and Moriarty, 1997), and therefore often prohibit therapists from working within 
the community.  
False social beliefs and stereotypes are also barriers for community integration of 
individuals with disabilities. The word, disability, itself often leads individuals to assume 
that people with disabilities are unable to participate as a productive member of society. 
Longmore and Umansky (2001) discuss how social barriers faced by individuals with 
disabilities due to false stereotypes of incapability, limit opportunities and impede 
motivation for productive living. The barriers must be addressed by creating strategies to 
promote integration and non-discrimination of individuals with disabilities.   
Conclusion 
 Gaps in community-based services have been identified and connected to barriers 
that are faced by adults with chronic health concerns. Currently there is an emphasis on 




the literature (Robinson & Roberts, 2014). Continuity of care, community resources, and 
long-term patient compliance are factors that should be addressed by occupational 
therapy practitioners to promote community integration. The theoretical principles of 
occupational science should be reinterpreted in the context of community-based care to 




CHAPTER TWO: THEORETICAL AND EVIDENCE BASE 
The Integrating New Skills to Promote Independence Rehabilitation and Equity 
(INSPIRE) Model For Productive Living targets the population needs identified in 
chapter one by applying theoretically assumptions to support community-based practices. 
Application of Occupation-based Theories 
The INSPIRE Model utilizes occupation-based theories to promote community 
integration through a habilitative lens. Figure 2.1 conceptualizes the key principles of the 
INSPIRE Model, which are supported by the Model of Human Occupation (MOHO) and 
the Ecology of Human Performance (EHP) (Dunn, Cantana and McGuigan, 1994; 
Kielhofner and Burke, 1980). These conceptual frameworks are represented in the 
explanatory model and causal pathway of impeding factors for community integration. 





Key Principles of Occupational Therapy and the INSPIRE Model for Productive Living 
 
 
The Ecology of Human Performance (EHP) considers the effect of contextual 
barriers on occupational performance. Community-based activities encompass diverse 
contextual factors that are dependent on the occupational setting. EHP identifies 
individual performance skills and strategies to facilitate occupational performance, a key 
component of the INSPIRE Model (Dunn, et al., 1994).  
The Model of Human Occupation (MOHO) is a practice model that defines 
occupational theory of human behavior with three interrelated factors, including volition, 
habituation, and performance capacity. This model highlights the importance of 
individual interests with participation, and acquiring the performance skills needed to 
develop habits and routines (Kielhofner and Burke, 1980). Habituation is described in the 












encompasses these three principles to facilitate success with community integration. 
Restriction of skilled interventions and community-based practice settings, as identified 
in Figure 2.1, limit performance capacity and occupations, thereby affecting the volition 
and habits of clients receiving OT services. While occupation-based models such as EHP 
and MOHO support the application of the fundamental principles of OT to the INSPIRE 
model, the process of the program model is defined by the principles of adult learning 
theories. 
Adult Learning Theory 
Recognition of Adult Learning 
Research on adult learning was initiated in the 1920s after adult education was 
recognized as a profession and people began to inquire about an adult’s capacity to learn. 
The recognition of adult learning provoked questions regarding the capability and 
methods of adult learning. Edward Thorndike, Elsie Bregman, John Tilton, and Ella 
Woodyard published the first research literature on adult learning in 1928, which 
emphasized a behavioral psychological approach to timed learning tasks. This study 
design demonstrated that younger adults were better learners than older adults, which 
lead researchers to question the theory (Merriam, 2001).  
In 1944, Irving Lorge contrasted this assumption of adult learning by revealing 
the correlation between adult test scores and previous education and skills. His research 
emphasized the adult’s ability to learn instead of speed of learning. When the time 
pressure was removed, older adults learned as well as younger adults. Intelligence exams 




learning such as cognitive development and problem solving quickly became a focus in 
psychological research. Through the 1950s, psychological perspectives and behavioristic 
designs of adult learning, which correlated with the existing theory of pedagogy, were 
accepted as the theoretical model. Researchers however questioned the differential 
factors between childhood and adult learning. This distinction led to the development of 
andragogy and the study of adult learning (Merriam, 2001).  
Theory of Adult Learning 
In 1968 Malcolm Knowles, an adult educator, proposed andragogy as “the art and 
science of helping adults learn” (Merriam, 2001, p. 5). Andragogy recognized adults as 
independent and self-directed learners who participate in planning their own learning. 
This theory also specifies that learning is problem-centered and driven by motivational 
factors for successful performance. Knowles identified six assumptions of the learning:  
1. Adults need self-direction in their learning, 
2. Adults need to learn experientially,  
3. Adults become ready to learn those things they need to know,  
4. Adults approach learning as problem solving,  
5. Adults need to know why they should learn something, and  
6. Adults need motivation to learn  
Criticism of Andragogy 
Anne Hartree in 1984 questioned whether andragogy should be considered a 
theory. She suggested that the assumptions should be viewed as good practice rather than 




recognized andragogy and the set of assumptions as a theory of adult education and 
learning. Knowles acknowledged that these assumptions should be interpreted as a 
framework for theory. Researchers continued to debate whether the assumptions of 
andragogy should be generalized to adults only. They proclaimed that some adults are 
dependent, and some children are independent. Knowles modified his perspective to 
acknowledge the distinction between teacher-directed and student-directed learning, and 
their application to both adult and children populations. This inspired Knowles to 
consider the learning situation as a leading factor of andragogy (Merriam, 2001). 
The recognition of the effect of contextual factors on learning provoked 
researchers to question the assumptions of andragogy. In 2000, Steven Hase studied the 
adult learner’s ability to apply learned skills to various tasks and situations. Hase 
proposed an expansion and reinterpretation of andragogy, emphasizing self-directed 
learning and application, formally recognized as competency and capability. Therefore, 
adult learners must acquire both knowledge and skills, and problem solve in various 
contexts (Parslow, 2010). 
Theoretical Assumptions of the Adult Learning Theory 
Through the Adult Learning Theory, it is understood that adults must be involved 
in planning and evaluating their learning experience, and have a plan that directly relates 
to their occupations and goal-directed activities and create collaborative relationships 
(Rutgers Online, 2017). Adult learners are viewed as independent and self-directed 
learners. This theory proclaims six assumptions about the adult learner that guide the 




Theory are that adults have acquired self-concept and self-direction, knowledge from 
experience, readiness to learn, orientation to learning, motivation to learn, and that adults 
need to know why they are learning. These assumptions set a foundation for the 
development of learning curricula and experiences (Holton, Swanson and Naquin, 2001). 
The six theoretical assumptions are described below. 
Self-Concept. Malcolm Knowles assumed that as individuals get older, our 
concept of who we are shifts from dependence to independence and self-direction. The 
assumption that adults have an independent self-concept promotes an autonomous and 
self-directed learning experience where the learning experience allows the learners to 
make their own decisions during task completion (Holton, Swanson and Naquin, 2001).  
Past Experience. The theoretical assumption of the adult learners experiences 
states that as individuals grow, they acquire knowledge that facilitates future learning and 
enables reflection on those experiences in a variety of contexts. Based on this assumption 
the educator should create a learning experience that incorporates self-reflection and 
mental models (Holton, Swanson and Naquin, 2001). This assumption initiated 
constructivism, a primary concept for implementation of the adult learning theory 
(Halsall, Powell, Snowden, & Serpa, 2016). 
Readiness To Learn. This assumption infers that overtime adults become more 
oriented to their roles and tasks. This facilitates learning programs to revolve around the 
learner’s roles/tasks (Holton et al., 2001). 
Orientation To Learning. The adult perspective of learning shifts from subject-




Orientation to problem-centered learning supports a hand-on approach and active 
participation (Holton et al., 2001). 
Motivation To Learn. Motivation is a leading factor of occupational therapy 
interventions. In the adult learning theory, the assumption that adults are motivated to 
learn requires educators/leaders to consider motivational factors when designing learning 
experiences, leading to a learner-centered approach (Holton et al., 2001). 
Reason To Learn. The final assumption that adults need to know why they are 
learning and how they will benefit from learning facilitates application to real life 
situations. This enables the learner to identify how the problem will be solved (Holton et 
al., 2001).   
Overall, the Adult Learning Theory promotes a learning environment that enables 
learner-choice in the learning goals, problem-solving skills, and application, with the 
proper supports and guidance (Holton et al., 2001). Figure 2.2 displays the implications 





 Figure 2.2 




















Major Propositions of the Adult Learning Theory 
Patient education and the establishment of life skills are essential components of 
occupational therapy intervention plans. In order to promote positive long-term outcomes 
of therapy, these skills should be integrated into daily routines (American Occupational 
Therapy Association [AOTA], 2014). When these skills are not generalized, health 
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The Adult Learning Theory defines learning as a self-determined process where 
individuals take the initiative in identifying their individual needs, goals, and resources 
for learning, implementing learning strategies, and evaluating outcomes (Blaschke, 
2012). Heutagogy is an adult learning theory that is based on the fundamental principle 
that the learners are “highly autonomous and self-determined and emphasis is placed on 
development of learner capacity and capability” (Blaschke, 2012, p. 1). That is that the 
acquisition of knowledge and skills does not necessarily constitute learning. In fact, 
learning occurs when the individual relates the skills to past experiences and they are 
integrated and actively used for purposeful activities, referred to as capability (Hase, 
2011). The following is a summary of Hase’s (2011) main theoretical concepts; key 
mechanisms of influence; and moderators and mediators of learning and skill acquisition. 
Mechanisms of Change 
In 2000, Stewart Hase proposed that learning should be self-determined through a 
holistic approach to developing learner’s ability based on previous experiences 
(Blaschke, 2012). Hase (2011) defined a distinction between knowledge and learning, as 
learning occurs when the learner is able to apply the learned skills to various dynamic 
situations in a meaningful way. The theoretical outcomes of learning are competency and 
capability. Competency occurs when the learner is able to acquire knowledge and skills, 
while capability is the learner’s confidence in formulating and solving problems in 
familiar, unfamiliar, and changing contexts. These outcomes are achieved when the 




and teamwork skills, creativity in application of competencies, and positive values 
(Blaschke, 2012).   
Moderators and Mediators of Learning Outcomes 
Hase (2011) describes three primary concepts that support the mechanism of 
change for the Adult Learning Theory. The first concept is constructivism, which states 
that learners construct their own knowledge from interpreting their experiences (Hase, 
2011). Constructivism mediates learning through a self-regulatory process requiring 
learners to reflect on the differences between the past and the present experience to 
develop new insights (Doolittle, 2014). Second, double-loop learning is a process where 
the learner identifies the problem and outcomes, as well as developing a strategic plan for 
problem solving. The final mediator is grounded in systems thinking. Systems thinking is 
theoretically applied as a process where learners identify their learning needs and develop 
a plan for meeting those needs (Blaschke, 2012). Key factors were identified as 
moderators of the heutagogical outcomes.  
Blaschke (2012) illustrates moderators that influence the learning process, which 
include the individual’s self-perception, past experiences in learning, ability to solve 
problems, adaptability and contextual barriers. First, the individual’s self-perception will 
influence the initial step in the mechanism of action by facilitating or hindering self-
reflection and identifying the problem, outcome, and learning needs. In the second step in 
the mechanism of action three moderators are identified as past experiences with 
learning, ability to solve problems, and adaptability. Past experiences with learning, 




development of the current skill and knowledge plan. The individual’s level of ability to 
solve problems will influence the plan for problem solving, as well as adaptability for 
strategies to meet learning needs. Lastly, context is identified as a moderator of 
capability. As discussed above, capability or the application of learned skills to a variety 
of contexts over time, is the distinguishing principle of adult learning, and therefore 
varying contextual factors will influence the carryover of skills between tasks (Blascke, 
2012). In summary, adult learning theories highlight the critical relationship between 
competency (knowledge) and capability (learning), stating that learning occurs when the 









Application of Adult Learning Theory to the INSPIRE Model 
Andragogy outlines a process for adult learning by identifying key principles of 
the self-directed learning experience, which lead to competency and capability. This 
process model supports the acquisition of skills required for community integration. The 
basic principles and constructs of andragogy are implemented as a guide for the INSPIRE 
Model to build trusting relationships and promote self-driven and individualized 
intervention plans. This application facilitates skill building for goal-directed tasks 
through motivation that promotes carry over and compliance with the treatment plan 
(Chan and Sang, 2010). 
 Kee, Kim, and Phillips (2015) defined a community as a group of people who 
interact, learn together, and form relationships to facilitate a sense of belonging. 
Therefore, community requires social participation and integration requires participation 
in voluntary activities. The authors assessed the independent interaction and learning 
experience processes of each participant. This enabled the application of adult learning 
principles for voluntary participation, while also analyzing the social properties of 
learning. These qualities are represented in the INSPIRE Model to facilitate successful 
community integration (Kee et al., 2015). Table 2.1 displays the key elements of 






Implications of the Elements of Andragogy to the INSPIRE Model. 
 INSPIRE PHASE 1 INSPIRE PHASE 2 INSPIRE PHASE 3 
Self-
Concept Independent thinking Independent thinking Self-reflection 
Past 
Experience Constructivism 
Target skills based on 
current performance 
level 


























The application of the theoretical process of andragogy to community-based OT 
intervention plans promotes the desired goals of the INSPIRE Model. The theoretical 
prediction for the INSPIRE Model is that adults with chronic health concerns and 
disabilities will develop the competencies and capabilities for community participation. 
More specifically, if adults with chronic health conditions and disabilities self-direct their 
intervention plan by identifying their learning needs, goals, activities, and outcomes, then 




 The development and establishment of community-based programs requires 




for successful community integration (Trudel, Nidiffer, and Barth, 2007). This requires 
the collaboration of therapists across all settings and disciplines, which has been a 
challenge for community-based therapists (Cook, Howe, and Veal, 2004; Trudel et al, 
2007). Chan, Woo, and Tang (2008) analyzed these challenges of occupational 
rehabilitation through a multidisciplinary approach to community services at local health 
centers. They revealed that timely intervention, site-based therapy, communication of 
stakeholders, dynamics of a company, and rehabilitation counseling were aspects of the 
program that enhanced community integration outcomes. In order to provide client-
centered timely interventions, therapy procedures and frequency of sessions should be 
determined based on the individual needs of the client (Chan, et al., 2008). These should 
be considered for community-based programs. 
 Soeker (2016) created a model for the reintegration of persons with brain injuries 
to their worker roles. The Model of Occupational Self Efficacy was developed after 
conducting qualitative interviews and observation of individuals with brain injuries. This 
model discusses characteristics of occupational rehabilitation interventions that should be 
addressed in community-based programs. These include adaptation through self-
reflection, rebuilding self-concept and self-esteem through participation in occupations, 
community and family supports, motivation, accessibility, occupational choice, normality 
through occupational participation, individual and social group components (Soeker, 
2016). These program features are discussed below as main themes of the literature 





 The initial step in the intervention process of occupational therapy service 
delivery is intervention planning. Treatment planning helps to guide occupational therapy 
services based on client-centered needs. It is a collaborative process that has been studied 
to determine themes and strategies to develop comprehensive and individualized 
intervention plans (Occupational Therapy Practice Framework, 2014). However, there is 
limited application and consistency of these strategies with community integration 
treatment plans and programs. Positive characteristics specific to community integration 
intervention planning were identified throughout the literature.   
Occupational therapists must encourage participation in desired activities to 
maximize community integration. Community participation is subjective since these 
activities are selected and prioritized by the client. Opportunity for choice and control are 
highlighted as necessities for community participation. Retention of previously 
performed activities has been identified as a leading indicator of perceived impact of 
disability in everyday life and participation. Participation in these desired activities 
positively impacts perceived recovery, community integration, and life satisfaction. 
Eriksson, Baum, Wolf and Connor (2013) suggest that community-based occupational 
therapists should be addressing activities other than traditional activities of daily living in 
order to promote community integration. Ultimately, self-perception plays an important 
role in long term health and wellness outcomes, and should be utilized for self-directed 




 Goal setting establishes the purpose of the intervention plan, and therefore must 
reflect the individual’s values and interests. Once an individual establishes self-
perception of their disability, they can select goals and identify the progress that they 
want to make in the program. Graven, Brock, Hill, Cotton, and Joubert (2016) conducted 
a randomized control trial to assess collaborative goal setting methods and enhance client 
participation in patient-identified activities. Collaborative goal setting using a multimodal 
approach facilitated increased participation and reduced secondary depressive symptoms. 
The effective goal setting method included telephone contacts, screening for adverse 
sequelae, written information, home visits, review of goal achievement, and further 
referral to relevant health services (Graven, et al., 2016). Personal goal development 
improves emotional well-being and confidence of the client, thereby enhancing their 
motivation to take control of their goal-directed activities (Hartley and Stockley, 2015). 
An integrated approach to goal setting should be implemented in community-based 
programs to promote successful participation and self-management of valued community 
activities (Graven, et al., 2016; Hartley and Stockley, 2015).   
 Identification of barriers and strategies through a constructivist approach has been 
studied in community settings with adult populations with disabilities. Through 
application of self-perceptual skills, constructivism enables the client to develop 
strategies that suit their present needs to reach their goals. Environmental and attitudinal 
barriers have been identified as primary factors that impede community reintegration. 
Awareness of such barriers should be addressed community-based intervention planning 




Parvaneh and Cocks (2012) revealed that the recognition of aspects of prior level of 
function, and determination of risks and vulnerabilities for reintegration to activities of 
daily living is a primary theme for community integration. There is a need for 
community-based programs that address these barriers with the client (Parvaneh and 
Cocks, 2012). Encouraging clients to recognize additional community supports during 
intervention planning promotes a multidisciplinary approach and informs the client about 
community services that can help them meet their goals (Chan, 2010). The identification 
of strategies to address these barriers enhances the client’s participation in intervention 
planning, and motivation to meet their goals (Fleming et al., 2014; Parvaneh and Cocks, 
2012).  
Facilitation of Goals 
 As clients pursue their goals and implement their self-determined strategies, the 
therapist must select an intervention approach that facilitates participation in instrumental 
activities of daily living and community activities. Wheeler, Lane and McMahon (2007) 
assessed the effect of a life skills training approach on community participation and life 
satisfaction. Intensive community-based programs that provide life skills training were 
found to increase independence and participation with home management and productive 
community activities (Wheeler et al., 2007). Through life skills training occupational 
therapists can apply the client’s performance functions to develop strategies to complete 
the self-selected activities. In addition to standard individual occupational therapy 
interventions, group therapy and peer mentorship are discussed in the literature as 




Occupational therapists have assessed the benefits of group therapy on 
community participation of adults with chronic disability. Bolster, et al. (2016) discussed 
the effects of an eight-week group program on perceived activity constraints, community 
integration, and social reintegration. In this study, the program also targeted the 
participants’ interest in yoga as an additional intervention activity. At the conclusion of 
the eight-week program, participants developed improved self-efficacy and new social 
roles related to engagement in new activities. Group therapy has demonstrated to 
positively impact community participation and integration for adults with disabilities 
(Bolster, et al., 2016). Furthermore, peer mentorships in community rehabilitation 
programs have also demonstrated positive effects on community integration outcomes. 
Mentorship has resulted in improved self-efficacy, reduced re-hospitalization rates, 
increased health and quality of life after discharge home (Gassaway, et al., 2017).  
Kolakowsky-Hayner, Wright, Shem, Medel, and Duong (2012) developed and analyzed a 
community-based mentoring program for young adults. The program aimed to increase 
the participants’ awareness of community services to improve community integration and 
access to post-secondary education or employment opportunities. Researchers found that 
peer mentoring not only increased the participants’ attainment of post-secondary 
education and employment goals, but also improved community independence 
(Kolakowsky-Hayner et al., 2012). Peer mentoring should be incorporated into 
community integration programs to maximize community integration outcomes for 





 The evaluation of program outcomes depends on the self-identified goals of the 
client. In a self-directed learning process, clients identify their desired outcomes during 
the initial goal setting phase. These outcomes should be organized to manage the progress 
of clients throughout the intervention program. Encouraging self-management of progress 
enables the client to re-evaluate their participation, learning needs, and goals. Self-
reflection has been encouraged for adult learners to promote carryover of acquired skills 
for successful and independent participation in individualized community activities 
(Chan and Sang, 2010). Therefore, self-evaluation with supports would be beneficial for 
community integration programs.  
Limitations of The Current Literature 
The literature review revealed limitations in current research on community-based 
programs. Few studies were conducted by occupational therapists (Beck, Towsley, Berry, 
Lindau, Field, and Jensen, 2010; Belling et al., 2011; Chen, Neufeld, Feely, and Skinner, 
1999; Medina-Mirapeix et al., 2011; Östman, Ung, and Falk, 2015). Studies that were 
completed by therapists on the components of treatment planning and interventions did 
not specifically apply to community programs. The generalizability of the findings is 
limited, as most of the studies were completed with people with neuromuscular disorders 
(Eriksson, Baum, Wolf & Connor, 2013). Previous literature has identified additional 
adult populations with chronic conditions, such as heart failure, musculoskeletal 
conditions, cancer, chronic pain, and mental illness, who are not integrated into their 




Jensen, 2010; Belling et al., 2011; Chen, Neufeld, Feely, and Skinner, 1999; Medina-
Mirapeix et al., 2011; Östman, Ung, and Falk, 2015). The current research on community 
programs to promote community integration does not target these populations, and 
therefore there is a need for a community integration model that addresses community 
participation for all adults with disabilities.  Another limitation of the present literature is 
that some of the results discussed in the paper were concluded from theoretical models of 
adult learning, and implied for skill building for adults with disabilities (Chan and Sang, 
2010). The reliability of the results would be strengthened if these program features were 
assessed specifically with community integration programs. 
Best Practices That Will Be Used for The Development of The INSPIRE Model for 
Productive Living 
 Throughout the literature review several positive features of community-based 
programs were discussed. Recently, therapists have implemented a holistic and 
collaborative approach to community-based programs (Chan, Woo, and Tang, 2008; 
Cook, Howe, and Veal, 2004; Trudel, Nidiffer, and Barth, 2007). Increased participation 
from clients has been emphasized in community practice standards and service models to 
encourage community integration. Self-directed learning models have demonstrated 
positive outcomes for adult learners that can be beneficial for life skill building and self-
management of performance (Eriksson, Baum, Wolf & Connor, 2013; Graven, et al., 
2016; Hartley and Stockley, 2015). Due to limited research on skill acquisition processes 
for adults with disabilities, as discussed above, the theoretical concepts of adult learning 




integration. Increased self-perception of disability demonstrated improved identification 
of goals, barriers and solutions (Fleming, Nalder, Alves-Stein, and Cornwell, 2014; 
Parvaneh and Cocks, 2012). Present studies have also revealed positive effects of life 
skill training, group activities and peer mentoring. These intervention strategies promote 
functional performance, socialization, and self-efficacy (Bolster, et al., 2016; Gassaway, 
et al., 2017; Kolakowsky-Hayner, Wright, Shem, Medel, and Duong, 2012). The research 
on community programs demonstrates the effectiveness of holistic, collaborative, and 
self-directed approaches to community integration services. The positive features 
highlighted above are utilized to develop a comprehensive community integration 
program model for occupational therapists as outlined in figure 2.5. Chapter three further 
































CHAPTER THREE: DESCRIPTION OF THE PROPOSED MODEL 
Introduction 
The Integrating New Skills to Promote Independence Rehabilitation and Equity 
(INSPIRE) Model for Productive Living is a program model for community-based OT 
services that facilitate meaningful participation and community integration. The model 
outlines the steps of skill acquisition for adults with chronic health conditions that impede 
community participation. The purpose of the INSPIRE Model for Productive Living is to; 
1. Guide community-based OT intervention plans to encourage self-directed 
treatment planning, and acquisition of therapeutic skills for independence and 
safety with meaningful activities, 
2. Promote interdisciplinary collaboration by identifying additional services 
needed to obtain goals, and  
3. Reduce long-term health care costs through safe community participation and 
integration that prevents secondary injuries of adults with chronic health 
concerns. 
The Phases of The INSPIRE Model for Productive Living 
The INSPIRE Model facilitates the acquisition of skills required for safe and 
meaningful participation through three phases; Goal Setting, Intervention, and Reflection. 
The components of each phase are described below and displayed in figure 3.1. 
PHASE 1: Goal Setting 
 The goal of phase 1 is to establish the intervention goals and plan. In phase 1, the 




goals, barriers, solutions, and resources. The goal setting phase requires the individual to 
use a constructivist approach to reflect on past experience to re-evaluate their 
performance skills. Enhancing the client’s self-concept allows them to determine their 
present skills and learning needs to accomplish their goals. This model supports therapist-
facilitated goal development to allow the client to identify their long term participation 
goal and then collaboratively construct practical short term objectives for therapy plan 
that support client engagement and skill development needed to reach their goal. These 
objectives are utilized to create an outcomes checklist for the client to organize and 
visualize their goals. Lastly, the client completes an analysis of their desired activities to 
determine the skills that are required for successful participation. Most often the therapist 
completes the analysis, however task analysis enables the individual to independently 
identify the skills and steps of a task, and community resources, which is important for 
long-term community participation.  
PHASE 2: Intervention 
 Phase 2 of the INSPIRE Model for Productive Living consists of the acquisition 
and application of skills. It begins with individual therapy sessions to review and educate 
the patient on the skills outlined in the activity analysis. The individual therapy sessions 
facilitate competency of skills while targeting the client’s individual needs and valued 
activities. This will be followed by group sessions for application of skills to functional 
activities to promote adaptability in social settings and varying contexts. Peer mentorship 
is facilitated to enhance the social experience by providing and receiving formative 




identified in phase 1. 
PHASE 3: Reflection 
 Phase 3 promotes double loop learning by guiding the client in reflecting on and 
evaluating their acquired performance skills and progress towards goals. First, the client 
should reassess their strengths with self-reflection on personal gains from the 
interventions. Activities that emphasize self-perception will be advantageous. Next, the 
client reviews their outcomes checklist to apply the recognition of skill building to 
targeted goals. The final step of phase 3 is the re-evaluation of goals and objectives to 
revise the target outcomes checklist. The goal of the evaluation phase is to promote a 
long-term continual process of self-management of performance and skill development. 
See Appendices B, C, D, E, F, and G for therapist templates and worksheets for each 
phase.    
Program Objectives 
 The objectives for the INSPIRE Model phases, as represented in Figure 3.1, are 
to: 
1. Enable the client to use their strengths and interests to develop goals and an 
intervention plan, 
2. Establish the clients learning capacity and capability in dynamic contexts, and  
3. Self-evaluate performance and progress through constructivism 









Addressing the Problem 
 The INSPIRE Model for Productive Living addresses the gaps in community-
based care described in chapter 1. The three constructs impeding community integration 
for adults with chronic health concerns were identified in the literature review as 
discontinuity of care, poor acquisition of community supports and services, and 
noncompliance with therapeutic interventions (Medina-Mirapeix et al., 2011; Östman, 
Ung, and Falk, 2015; Freburger, Li, Johnson, and Fraher, 2018). The model promotes 
continuity of care by enabling clients to identify and utilize resources such as health care 
providers and clinics, non-profit organizations, or local community groups. Adequate 
services and resources facilitate comprehensive and consistent care. Clients will be more 
likely to utilize resources if they correlate with their desired goals. The self-directed 
process for skill acquisition stimulates motivation, thereby enhancing compliance and 
carryover of therapeutic skills. The author plans to evaluate the components of the model 
in a pilot program to obtain feedback from participants regarding their perceived effect 
on quality of life and community participation. 
Pilot Program 
 A pilot program of the INSPIRE Model for Productive Living was implemented 
in the INSPIRE Stroke Prevention program at New Beginnings Community Center in 
Medford, NY. New Beginnings Community Center is a community-focused nonprofit 
organization that provides community-based therapy services to adults with neurological 
impairments secondary to a brain injury or stroke. INSPIRE Stroke Prevention is a 




survivors. The program is available to community-dwelling adult stroke survivors at least 
18 years old who attend New Beginnings Community Center and are experiencing 
decreased independence with community activities. The participants must have services 
through the New York State Traumatic Brain Injury (TBI) Waiver, which covers long 
term health management and maintenance services. 
Needs Assessment 
 Community needs assessments were completed with community-dwelling adult 
stroke survivors at New Beginnings Community Center to determine the primary 
concerns and interests of the community. A social assessment (Appendix A) was 
conducted with an in-person survey with the help of the surveyor. The survey was 
administered by an occupational therapist that works at the community center. The 
surveys consist of brief simple questions with a 3-point Likert scale to minimize 
complexity of questions and provide concrete answers. There are subjective questions, 
which gave the participants the opportunity to provide additional subjective information. 
The results from the surveys indicated that community members are dissatisfied with 
their quality of life and participation, and lack confidence in their community 
performance. They also reported, “There are not enough services for me”, and “I would 
use more services if they are available”. 
Additionally, epidemiological and behavioral assessments were completed. The 
epidemiological assessment revealed gaps in community health care, lack of community 
programs and resources, frequent hospitalizations, and poor compliance with medical 




members had limited physical activity, social participation, support systems, and 
relationships. Community members were also unable to identify risk factors and signs of 
a neurological injury (i.e. stroke). The results of these needs assessments support the 
demand for a community-based program that focuses on health management, 
socialization, and community integration interventions for this particular population.   
Targeted Outcome and Program Objectives Specific to INSPIRE Stroke Prevention  
The INSPIRE Stroke Prevention program specifically aims to improve self-efficacy, 
self-management of health, and community participation for adult stroke survivors. More 
specifically, at the conclusion of the five-week program, participants will be able to 
independently: 
1. Identify three personal strengths, interests, and goals for community 
participation and health management, 
2. Identify four risk factors, and three signs and symptoms of a subsequent 
stroke,  
3. Identify five strategies for self-management of health concerns,  
4. Demonstrate five health management strategies and verbalize how they have 
been integrated into their daily routine. 
Program Content 
INSPIRE Stroke Prevention follows the Community Action Plan. This process 
highlights specific social, economic, and environmental forces that create health and 
social inequities in a community. These variables affect health behavior and outcomes, 




(2) Plan, (3) Act, (4) Evaluate, and (5) Sustain (Lavery, et al., 2005). Each of these will 
correlate with a week of treatment. A one-hour training session was completed with the 
occupational therapists and therapy assistants to review the program model, components, 
and content examples.  
Participants of the program were confirmed based on the needs assessment and 
inclusion criteria. Occupational therapy evaluations were conducted individually to 
determine each client’s learning needs and goals. Individual occupational therapy 
sessions are provided, and the frequency of services was determined by the evaluation 
results and desired outcomes. Biweekly groups are led by an occupational therapist with 
assistance from certified occupational therapy assistants and level II occupational therapy 
students. These groups enable the clients to apply the skills from individual sessions in a 
social context at the community center. Examples of discussion topics are displayed in 
Table 2. Therapists encourage peer mentorship during the group sessions by reviewing 
the Mentor Meeting Form (See Appendix F). The intent of the mentorship is to provide 
and receive formative feedback on performance in a collaborative and social context, 
thereby enabling the participants to acquire and apply social skills as a member of the 
team or community. Table 3.1 displays an overview of the program and content for 
INSPIRE Stroke Prevention. Discussion topics varied based on the interests of 
participants. This is an example to guide the process and procedures of the program. The 
suggested handouts for each phase are underlined and can found in Appendices B, C, D, 
E, F, and G. Weekly meetings are conducted with the lead occupational therapist to 





Program Content for INSPIRE Stroke Prevention. 





Introduction *Self-reflection, identify strengths and weaknesses with Self 
Perception Handout (Appendix B) 
*Overview of stroke, typical changes caused by stroke 
*Self-directed goal setting by targeting motivational 
activities, complete Goals/Objectives Handout (Appendix C) 




Introduction *Discuss individual experiences, strengths and interests, and 
goal development 
*Complete Mentor Meeting 1 and Mentor Meeting Form 




Phase 1 à 
Phase 2 
Plan *Complete Self-Directed Activity Analysis (Appendix D) 
*Identify barriers and solutions to improve health 
management for participation 
*Skill building to monitor and manage risk factors (i.e. 
problem solving skills) 
*Create Life Skills Performance Log (Appendix E) 












What to do *Adapting/coping with stroke related disability, modifying 
stroke risk factors, adapting new roles after stroke 
*Develop coping strategies and confidence for managing life 
with a long-term condition 




Role Play *Review personal risk guidelines and health management 
skills  
*Discuss common barriers and solutions and problem 
solving 
*Review coping skills and life modifications 














*Self-reflection/assessment of self-efficacy, activity and 
participation 
*Complete Self-Evaluation of Progress Form (Appendix G) 






Sustainability *Rehabilitation services and recovery after stroke such as 
keeping appointments and practicing prescribed home 
therapy 
*Create a daily schedule 
*Reaching out to other stroke survivors and community 
resources for stroke related needs 
*Family inclusion to identify areas of progress 




Summary *Discuss individual progress with performance and 
participation 
*Discuss effectiveness of strategies and program 
*Discuss areas of program improvement and individual long 
term goals 
*Complete Mentor Meeting 1 and final Mentor Meeting 
Form (Appendix F) with projected long term goals 
 
Conclusion 
The INSPIRE Model for Productive Living is a proposed process model to guide 
community-based services for adults with chronic health conditions. As described above, 
a pilot program was implemented to promote stroke prevention for community-dwelling 
adult stroke survivors using this theoretically based process model. Information regarding 
program outcomes and participants’ experiences were collected, and guided by the 




CHAPTER FOUR: EVALUATION PLAN 
Introduction 
 The INSPIRE Model for Productive Living is a community-based program model 
for community-dwelling adults with chronic health concerns and disability. This model is 
intended to guide community occupational therapy services to facilitate community 
integration. The model consists of three sequential phases, each composed of evidence-
based principles to elicit skill acquisition and application. Pilot programs will be 
completed to receive feedback from clients in regards to their experience with OT 
services that follow the INSPIRE Model, compared to standard OT interventions. The 
first pilot program is INSPIRE Stroke Prevention which is a community-based program 
for adult stroke survivors. The program promotes health management and maintenance 
through patient education to influence health behavior and reduce the risk of a subsequent 
stroke. Figure 4.1 displays the logic model for INSPIRE Stroke Prevention. The 














Evaluation Team and Stakeholders 
 The evaluation team for INSPIRE Stroke Prevention consists of the occupational 
therapy staff at New Beginnings Community Center and the program manager. The 
evaluation team along with the referring health care providers will participate in the 
evaluability assessment process to review the program content and identify relevant 
constructs for program evaluation. During the evaluability assessment the staff would 
provide insight into the components and methods of the program that should be 
evaluated. Administration should be involved in order to review relevant documentation, 
budget justifications, and modify the program. During the biweekly evaluability 
assessment team meetings relevant and sufficient documentation is required. In order to 
address the concerns above the following will be reviewed at the meetings; budget plans, 
current Medicaid TBI Waiver regulations and coverage, and past research on stroke 
prevention program outcomes and methods of delivery.  
Scope 
 The pilot program will consist of six adult stroke survivors who will complete a 
Participant Evaluation Survey (Appendix H). The summative assessment will be 
completed at the conclusion of the INSPIRE Model program. The occupational therapists 
will conduct the participant evaluations during the final session to obtain information 
regarding the participants experience and gain feedback about the program. Additionally, 
the program manager will conduct a Therapist Evaluation Survey (Appendix I) after the 
program is concluded to evaluate their perceived strengths and weaknesses of the 




improvements may be needed most.  
The sample for the pilot program will include a small heterogeneous group of 
clients. Client inclusion criteria for the program will include a history of stroke, receiving 
occupational therapy services at New Beginnings Community Center for at least six 
months, living in the community with available transportation, age 18 or older, and on the 
NYS Medicaid TBI Waiver program for unrestricted restorative or maintenance therapy 
services. Clients will be excluded from the pilot program if they are receiving concurrent 
occupational therapy services during the program, and if they have moderate or severe 
cognitive impairment. 
The services will take place at New Beginnings Community Center in Medford, 
NY. The limit for group sessions will be four clients per therapist in order for participants 
to receive the maximum benefits of the program. Realistically, eight to ten participants 
completing the program in six weeks will give preliminary qualitative data on the 
perceived effectiveness of the program. The process model intervention plan is designed 
for six weeks with both individual and group sessions scheduled (refer to Figure 3.1 in 
chapter 3). 
Focus of the Evaluation 
The evaluators will collect information based on each clients’ and therapists’ 
experience and perceived outcomes, strengths and weaknesses of the program. They will 
provide feedback on perceived outcomes and gains, conceptual benefits and limitations, 






The questions that need to be answered are as follows: 
1. What are the program costs, supplies, space, and training required? 
(Administrative) 
2. Can the OT’s easily integrate and implement the INSPIRE MODEL with 
OT intervention plans? (Interventionist and Administrative) 
3. Can OTs easily administer the program evaluation in a timely and 
effective manner? (Interventionist and Administrative) 
4. Do the conceptual components of the model address the identified needs 
and promote the projected outcomes? (Interventionist) 
Evaluation Design and Methods 
A repeated measures design with pre and post-intervention surveys completed by 
each client is the most appropriate design to accommodate for the heterogeneity of the 
participants and identify the level of change that occurred. This design focuses on intra-
subject comparisons by considering how an intervention affects each individual. In order 
to gather information regarding their clients’ experience with standard OT interventions, 
the Participant Evaluation Survey (Appendix H) will be conducted prior to the program, 
during the first session. The surveys will also be administered at the conclusion of the 
INSPIRE Model program to evaluate the clients’ perceived benefits of the INSPIRE 
Model as an outcome-based evaluation. More specifically, the purpose of the evaluation 
will be to assess implementation, projected outcomes and perceived carry over and 




(Appendix I) will be completed at the conclusion of the program to obtain information on 
the training and implementation of the INSPIRE Model. 
Administration of Surveys 
Subjective responses will drive the evaluation process to understand the 
experience of the program and provide valuable information on the perceptions of the 
education and training. The goal of the evaluation process is to gain feedback from 
participants and therapists based on their experiences and recommendations. The results 
of the evaluations will be used to revise the INSPIRE Model process and procedures. The 
Intervention Evaluation Survey and the Therapist Evaluation Survey are outcome-based 
evaluations that were created specifically to evaluate the INSPIRE Model. The evaluation 
surveys are 10-item self-report assessment tools that gather qualitative data based on the 
clients’ therapists’ experiences with the INSPIRE Model. All items for both surveys are 
rated on an ordinal scale using a five point Likert Scale, ranging from ‘Strongly 
Disagree’ to ‘Strongly Agree’, awarding -2 to 2 points, respectively.  
Analysis of Results 
The program director will analyze the survey responses, which are rated on an 
ordinal Likert Scale. Frequencies of responses for each question will be calculated, 
organized into contingency tables and graphed to visually present percentages and trends.  
The pre and post survey results will be compared. The information gathered will be 
summarized in an executive summary to generate a comprehensive report and outline the 
strengths and weaknesses of the INSPIRE Model. The executive summary will consist of 




recommendations to be presented to stakeholders and used for program modification.   
The program evaluation described above is intended to inform administrators of 
modifications that will improve the INSPIRE Model process. The participant and 
therapist responses will be analyzed to highlight strengths and weaknesses. The outcomes 
revealed will enable administrators to optimize future implementation plans, as well as 
funding efforts with subjective and objective data. A comprehensive funding plan has 
been developed to support staff and therapist time for evaluations, doctoral-clinician 
time, therapist workshops, and dissemination that provide evidence-based knowledge on 






CHAPTER FIVE: FUNDING PLAN 
Description of Proposed Program Model 
The Integrating New Skills to Promote Independence, Rehabilitation, and Equity 
(INSPIRE) Model for Productive Living is a proposed process model for community-
based occupational therapy services for adults with chronic health conditions. Currently, 
there are no process models used to guide community integration services targeting self-
management of health and community participation. The INSPIRE Model aims to 
improve community integration by combining occupation-based and adult learning 
principles. The evidence-based process emphasizes self-directed skill acquisition to 
promote carry over and long-term compliance. In order to establish the proposed process 
model to improve outcomes of community-based OT services, trademarking, 
incorporating, additional pilot programs, and clinician education and advocacy are 
required. This funding plan outlines the estimated cost and funding sources to support 
two funding scenarios: (1) the initiation of community-based programs and (2) therapist 
implementation in various communities.   
Available Resources 
Community Programs 
As a partner of a therapy management company in North Carolina, I have access 
to a variety of resources to support dissemination of the INSPIRE Model. These 
resources include a network of local primary care and orthopedic providers, billing 
services, electronic medical records system, and allocated funds for equipment. The 




and therapy sessions, fee-for-service. 
Therapist Implementation 
Ideally, other community-based occupational therapists would implement the 
INSPIRE Model to guide their intervention plans. As a Stony Brook University and 
Boston University alumna, I have established a strong network of therapists, and have 
fostered professional relationships with leading occupational therapists across the United 
States. Additionally, society memberships with the American Occupational Therapy 
Association (AOTA) and the North Carolina Occupational Therapy Association 
(NCOTA) provide an array of resources, including access to journal articles and handouts 
that can be used for marketing, and networking opportunities such as group forums, and 
conferences. 
Table 5.1 




-Establish a Limited Liability Corporation (LLC) 
-Obtain trademarks for “The INSPIRE Model for Productive Living” and 
“Integrating New Skills to Promote Independence Rehabilitation and 
Equity” 
-Initiate monthly provider networking meetings to get referrals for local 
community programs 
-Create marketing tools and information folders for provider networking 
meetings and training sessions  
-Create a website 
-Present model at national and state occupational therapy conferences 
Three-Year 
Plan 
-Establish three specialized INSPIRE program models for stroke 
prevention, fall prevention, and health management 
-Create separate information packets for each program to assist providers 
with making appropriate referrals 
-Present specific programs at national and state occupational therapy 
conferences 




Needed Resources: Budget 
One-Year Budget Plan 
In order to initiate the INSPIRE Model project, additional resources are needed. 
Forming an entity and obtaining a trademark will assist with referrals, advocacy, and 
expansion of the INSPIRE Model long term. The estimated cost to form a limited liability 
corporation (LLC) in North Carolina is a one-time filing fee of $125, and $200 for the 
annual reports fee, totaling $325 (LLCU Media Group, 2019). The attorney fee estimate 
to draft a contract for an LLC is $1,000.00 (The Barnes Law Firm, n.d.). However, the 
INSPIRE LLC contract will be set up by my brother who is an attorney in Washington 
D.C., and works with health management organizations. He has agreed to do this as a pro 
bono service, and therefore there will be no additional cost for the contract.  To 
trademark “Integrating New Skills to Promote Independence, Rehabilitation and Equity”, 
and “The INSPIRE Model for Productive Living” it would cost $450, plus an additional 
$10 to reserve the name (United States Patent and Trademark Office, n.d.). A website 
will also be created to organize information about the INSPIRE Model, present online 
workshops/tutorials, and provide examples of how to integrate the model to guide 
community-based intervention plans. Initially, the website will be created through Wix 
for free (Wix, 2019). Videos will be available on the website, and will include clinical 
case scenarios on the process of clients’ self-directed goal setting and activities, and self-
reflection.  
The cost for dissemination of the INSPIRE Model project is also factored in to the 




with providers, and conference presentations. Marketing tools for meetings include 
brochures, handouts, business cards, conference presentations, to educate local providers 
and clients on our services (see chapter 6 for more details). 
Table 5.2 
One-Year Budget Plan 







North Carolina Filing Fee 































Three-Year Budget Plan 
The three-year plan includes the creation of three specialized INSPIRE Program 
Models, which will be individually marketed to providers to make referrals to our 
program easier. Therefore, three information folders representing each program will be 
given to the providers at each provider networking meeting. Three additional posters (one 




poster costs to $537.00 (Canterbury Media Services, 2018). This will raise our annual 
budget for dissemination to $6,540.60. The three-year budget plan also includes 
upgrading the website to create a unique business domain through Google for $12.00 
(Google, 2019), and a premium Wix account for $11.00 each month, and $132 annually. 
(Wix, 2019). The three-year budget plan is presented below in table 5.3. 
Table 5.3 
Three-Year Budget Plan 






















  $6,684.60 
* = Dissemination activity (See chapter 6 for details on the dissemination plan) 
 
Potential Funding Sources 
There are several potential funding sources to support the INSPIRE Model for 
Productive Living project. First, investors in the company will help with the initial 
incorporation and trademark costs. Once the LLC is established, the small business will 
be eligible for multiple resources including state and federal funding.  
State Funding Sources 
North Carolina currently has two funding sources for which the LLC qualifies for, 




The North Carolina Community Foundation is a non-profit organization that connects 
local partners who serve the community with donors. The foundation specifically has a 
grant making program to support community programs within North Carolina. The 
funding amount is determined mutually between the affiliates and organizations based on 
their need. This is a potential resource to form partnerships with funders in the 
community (North Carolina Community Foundation, 2019).  
There are also vocational rehabilitation state grants, which are available through 
the North Carolina Department of Health and Human Services. These programs were 
created to promote employment preparation for individuals with disabilities. Currently, 
there is a Community Rehabilitation Programs (CRP) grant that is accepting applications. 
This grant program is available for community rehabilitation programs either at a facility 
or in the community who provide services for skills needed to obtain or maintain 
employment. The monetary award at this time for the CRP is $27,000,000, however the 
reimbursement rates are negotiated on an individual basis based on the community need 
and availability of funding (NC Department of Health and Human Services, n.d.).  
Government Grants 
Government-sponsored grant programs are available to assist with the startup of 
small businesses that serve economically disadvantaged communities. Currently, there 
are three grants through the Disability and Rehabilitation Research Projects Program that 
which the INSPIRE Model project is eligible for. Table 5.4 outlines these grant 






Federal Funding Grants 








Intended for programs 
that foster inclusion and 
integration into society, 
employment, 
independent living, and 
family support. 
States; public or 
private agencies, 
including for-profit 














that aim to improve the 
health and function of 
individuals with 
disabilities 
States; public or 
private agencies, 
including for-profit 


















Opportunity objective is 
to improve the 
effectiveness of services 
authorized under the 







advance a wide range of 
health and function, 
independent living, and 
employment outcomes 
among individuals with 
disabilities 
States; public or 
private agencies, 
including for-profit 








(GRANTS.GOV, n.d.-a; GRANTS.GOV, n.d.-b; GRANTS.GOV, n.d.-c) 
Conclusion 
This funding plan was established to facilitate the development and dissemination 




implement this model to improve outcomes of community-based OT services. 
Specifically, trademarking, incorporating, additional pilot programs, and clinician 
education and advocacy are supported by the funding plan, however in order to advocate 




CHAPTER SIX: DISSEMINATION PLAN 
Introduction 
The Integrating New Skills to Promote Independence Rehabilitation and Equity 
(INSPIRE) Model for Productive Living is a proposed process model for community-
based occupational therapy services for adults with chronic health conditions. This model 
promotes self-management of health to bridge the gaps in the community care 
continuum. The lack of patient compliance and integration of health management 
strategies for health prevention is due to a gap in continuity of services during the 
application and integration phase of the healthcare process. Primary care providers 
(PCPs) address health management, but often neglect to provide services that foster the 
development of skills to promote self-management, carry over and integration of skills 
into daily routines (Medina-Mirapeix et al., 2011; Östman, Ung, and Falk, 2015; 
Freburger, Li, Johnson, and Fraher, 2018). This dissemination plan includes objectives to 
advocate for community occupational therapy services, facilitate effective community 
programs, and create a standard of care community-based OT to ultimately improve 
government recognition of OTs role in preventative and primary care, and increase 
reimbursement rates for community-based OT services. 
Dissemination Goals 
Short-Term Goal 1: 1 to 2 Years 
 The first short-term goal of this dissemination plan is to establish three 
community-based OT programs; INSPIRE Stroke Prevention, INSPIRE Fall Prevention, 




INSPIRE Model to guide intervention plans and procedures that target the needs of 
persons at risk for stroke, falls, and comorbidities associated with chronic health 
conditions. These programs can then be presented to OTs and PCPs to increase therapist 
implementation and referrals, respectively.  
Short-Term Goal 2: 3 to 5 years 
The second short-term goal is to advocate for community-based OT services, 
specifically to the AOTA and the NCOTA. Recognition of the importance of community-
based programs by occupational therapy organizations places emphasis on the need for 
practice models and standards. Therefore, this short-term goal is to obtain recognition as 
a community-based practice model, and will be measured over three to five years by 
presenting annually at the state and national OT conferences.  
Long-Term Goal: 5 to 10 Years 
 The long-term goal of the dissemination plan of the INSPIRE Model is to increase 
Medicare and Medicaid reimbursement from the Centers for Medicare and Medicaid 
Services (CMS) for community-based OT services. In 2012, only 4% of Medicare 
payments were for home health community services, which was spent comprehensively 
on skilled nursing, occupational, physical, and speech therapy. Contrary to Medicare 
inpatient reimbursement qualifications, patients must pay a monthly premium to receive 
community-based services (Institute on Medicare and Medicaid Payment Issues, 2014). 
This limits the population of recipients to patients of higher socioeconomic status. The 
long-term goal of this dissemination plan is to demonstrate better patient outcomes for 




reduced spending on inpatient stays would increase the funds available for community 
services. 
 Dissemination Audiences, Key Messages, and Sources 
 In order to achieve the dissemination goals, key messages will have to be 
presented and advocated to the proper audiences. The primary audience for dissemination 
are community OTs and PCPs. The messages to community practitioners will emphasize 
the need for community-based OT interventions for adults with chronic health conditions. 
The impact of OT on patient outcomes will also be highlighted for PCPs. These messages 
will be delivered by the lead OTs of the INSPIRE programs and program participants, 
using information from pilot programs, OT service organizations, and the CMS. 
Dissemination of these messages will entail the creation of marketing tools, and 
networking meetings with providers. 
 Secondary and tertiary audiences will include national and state OT associations, 
and the CMS. The AOTA and NCOTA will be provided with information to support the 
model in order to achieve the second short-term goal of obtaining recognition as a 
community-based practice model. Key messages to these organizations will reflect the 
theoretical and evidence base of the principles that support the process model, including 
adult learning theories and clinical application. In order to educate these service 
organizations and their members, poster presentations and future publications with 
AOTA and NCOTA will be completed. Lastly, research studies on community-based OT, 
AOTA legislation, and data collected through INSPIRE programs will be used to 




information on rehospitalizations will be collected through literature reviews. Meetings 
with AOTA legislatures and government agencies will be conducted to raise awareness of 
financial burdens and the impact of OT services on health management. Table 6.1 
displays the dissemination audiences, key messages, sources and messengers, and 












based OTs and 
PCPs (1-2 
years) 
-Poor health management 
results in rehospitalizations 
(Dams O’Connor et al., 2017) 
-Motivation determined as a 
key factor influencing 
compliance, which directly 
related to patient satisfaction 
(Chen et al., 1999) 
- Medicare beneficiaries: 
19.4% of patients discharged 
from hospitals will be 
readmitted within 30 days and 
51.6% within 1 year”  
-Occupational therapy’s 
perspective of rehabilitation 
offers a unique value in 
facilitating engagement of 
patients by developing risk-
reduction strategies (Roberts 
and Robinson, 2014) 
-OT services’ significant 
benefits on health, function, 



















-Marketing to local 




meetings with local 
providers to 





from the AOTA 
and NCOTA as 
-Application of adult learning 
theory facilitates skill building 
for goal-directed tasks through 
















over and compliance with the 
treatment plan 
-Self-directed learning 
experiences promote long-term 
competency and capability 
(Chan and Sang, 2010) 
-Increased participation from 
clients has been emphasized in 
community practice standards 
and service models to 
encourage community 
integration.  
-Self-directed learning models 
have demonstrated positive 
outcomes for adult learners that 
can be beneficial for life skill 
building and self-management 
of performance (Eriksson, 
Baum, Wolf & Connor, 2013; 
Graven, et al., 2016; Hartley 

















-Financial burden on Medicare 
-Medicare beneficiaries: 19.4% 
of patients discharged from 
hospitals will be readmitted 
within 30 days and 51.6% 














reviews to collect 
data on outcomes 
from community 
services 




-Present data to 
government 
agencies 
    
Budget 
The estimated budget for dissemination includes the cost to create marketing tools and 
information folders, to print posters for conference presentations. The marketing tools for 
meetings will be organized into information folders. The folders will include brochures, 




on our services. Initially, we will schedule two provider networking meetings each month 
with primary health care providers, indicating a need for approximately two folders each 
month. The following budget was created based on the estimate for twenty-four meetings 
each year (2 meetings each month). Information folders will include two, two-sided 
handouts with theoretical and evidence-based support for the model, two brochures 
explaining the components and objectives of the model, and three business cards with 
administrative contact information (i.e. name, phone, email, website, etc.). The per unit 
cost for a two-sided handout is $0.13 (Staples, 2019c), a brochure is $25.00 (Staples, 
2019a), and a business card is $0.18 (Staples, 2019b). The estimated overall cost for each 
information folder is $25.80, equating to an annual cost of $619.20. The therapist that is 
presenting the meetings and training sessions with providers will be compensated $150 
per meeting, equaling $3,600 each year.  
Additionally, in order to disseminate and educate occupational therapists on the INSPIRE 
Model, we will budget for the cost of poster printing for presentations at national and 
state conferences, as well as admission fees to send one therapist to the annual 
conferences. The estimated cost to print a 42’x60’ EasyTravel Fabric poster is $179 
(Canterbury Media Services, 2018). Additionally, the cost of the annual AOTA 
conference is $451 (American Occupational Therapy Association, 2011) and the NCOTA 
is $95.00 to attend (North Carolina Occupational Therapy Association, n.d.). It is 
anticipated that dissemination expenses will vary due to travel costs and lodging for 
conferences. The Dissemination costs are summarized in Table 6.2.   





One-Year Dissemination Budget Summary 







































Evaluation of the Dissemination Plan 
 The overall success of dissemination to the primary audience (community-based 
healthcare providers) will be evaluated by several factors: 
• The amount of community programs established in New Hanover county 
by 2021 
• The size of the community network established by 2021 
• The amount of referrals received and referrals sources involved in the 
INSPIRE programs, specifically the ratio between PCPs and clients 




Dissemination to our secondary audience will be evaluated by: 
• Acceptance of presentation proposal on INSPIRE programs and protocols 
for state conferences from 2021-2024 
o Number of conference participants attending this presentation 
o Feedback survey results from this presentation 
o Number of conference attendees inquiring about this poster 
o Number of follow up correspondences regarding this poster 
• Acceptance of presentation proposals on INSPIRE programs and protocols 
for national conference from 2021-2024 
o Number of conference participants attending this presentation 
o Feedback survey results from this presentation 
o Number of conference attendees inquiring about this poster 
o Number of follow up correspondences regarding this poster 
Lastly, dissemination to the tertiary audience will be evaluated in 2029 by multiple 
factors: 
• Acceptance and recognition of community-based OT services for health 
management by the CMS 
• Greater reimbursement rates for Medicare Part B OT services in the 
community 
Conclusion 
The dissemination plan for the INSPIRE Model for Productive Living targets 




evidence-based standard of care, and (3) reimbursement for community-based OT 
services. Each goal for dissemination builds on one another to improve community OT 
services. Ultimately, through this dissemination plan, the theoretical foundation and 
outcomes of the INSPIRE Model will reach a variety of audiences, including community-





CHAPTER SEVEN: CONCLUSION 
For community-dwelling adults with a chronic health condition or disability, 
management of health is a vital concern. Community-based services in addition to 
primary care providers can help facilitate the skills for individuals to properly manage 
their health and meaningfully participate as a productive member of their community. 
Currently, there are limited support services in the community for health management, 
hindering continuity of care and patient compliance (Cameron, 1996). The Integrating 
Skills to Promote Independence, Rehabilitation and Equity (INSPIRE) Model For 
Productive Living aims to address the gaps identified by facilitating effective and 
efficient community programs. 
 The literature on health management of adults with chronic health conditions 
identified that there is a lack of community-based programs and services for adults with 
chronic health conditions. Multiple factors contribute to the availability and effectiveness 
of community programs. Many community-based practitioners are unaware of the role of 
OT in community settings. This lack of knowledge limits referrals, and service 
availability and acquisition, creating discontinuity of care. Without adequate community-
based services, patient compliance and management of health are compromised. Poor 
health management can lead to occupational and safety concerns, social isolation, further 
decline in health, and rehospitalization (Medina-Mirapeix et al., 2011; Östman, Ung, and 
Falk, 2015; Freburger, Li, Johnson, and Fraher, 2018). To address these concerns, The 
INSPIRE Model was created as a standard to guide and promote community OT 




dwelling adults with chronic health conditions. 
 This doctoral project aimed to create a model using the best available evidence 
and theory by which community-based OTs can structure their intervention plans. The 
information collected through this doctoral project can be applied by therapists to 
improve patient compliance and independence with health management. By using a 
model that encourages the client to participate and guide their treatment goals, activities, 
and evaluation, clients will acquire skills for effective self-management of health. The 
process model and conceptual themes revealed will beneficial for community-based 
therapists and practitioners, clients served, and referring agencies. 
 Dissemination of The INSPIRE Model has already begun with pilot programs to 
evaluate the model concepts and components. If program evaluations reveal positive 
feedback and experiences of therapists and clients, then dissemination will continue with 
additional community programs, and advocacy efforts to state and national service 
organizations. Program evaluation outcomes inform administrators, practitioners, and 
community members for program development, making referrals, and increasing 
awareness of community-based occupational therapy services.  
 The INSPIRE Model establishes a course of action to promote skill acquisition, 
compliance, and carry over for adults with chronic health conditions. Once conceptual 
themes are finalized, data may be collected and analyzed for individuals to assess the 
impact of the model on their community participation and health management. The 
INSPIRE Model for Productive Living is a proposed process model for OT interventions 




and government agencies of the need for and benefit of community-based OT services for 





APPENDIX A: Social Assessment Survey 
	  
Circle one response for each statement.  
 
I am satisfied with my health. 
Agree   Disagree  Undecided 
 
I am able to get to and from medical appointments. 
Agree   Disagree  Undecided 
 
I am able to manage my health with the resources I currently have. 
Agree   Disagree  Undecided 
 
I am able to identify the signs and symptoms of a stroke. 
Agree   Disagree  Undecided 
 
I am confident with my performance in activities at home. 
Agree   Disagree  Undecided 
 
I am confident with my performance in activities in the community. 
Agree   Disagree  Undecided 




I believe that I can improve my health. 
Agree   Disagree  Undecided 
 
I am confident in setting personal goals. 
Agree   Disagree  Undecided 
 
I can identify the barriers and solutions to achieve my goals. 
Agree   Disagree  Undecided 
 
I know whom to contact if I need assistance. 
Agree   Disagree  Undecided 
 
I have a good support system (i.e. family, friends, professionals, etc.). 
Agree   Disagree  Undecided 
 
I understand when others need my help 
Agree   Disagree  Undecided 




APPENDIX B: Self-Perception Handout 
Circle five of your greatest strengths from the choices below, or add your own at the 
bottom. 
Wisdom Artistic Ability Curiosity Leadership 
Empathy Honesty Open Mindedness Persistence 
Enthusiasm Kindness Love Social Awareness 
Fairness Bravery Cooperation Forgiveness 
Modesty Common Sense Self-Control Patience 
Gratitude Love of Learning Humor Spirituality 
Ambition Creativity Confidence Intelligence 
Athleticism Discipline Assertiveness Logic 
Optimism Independence Flexibility Adventurousness 
    
 




















	   	  
Self	  Identified	  Long-­‐Term	  Goal	  2:	  
	  









Self	  Identified	  Long-­‐Term	  Goal	  3:	  
	  









Self	  Identified	  Long-­‐Term	  Goal	  1:	  
	  
















Steps	   Potential	  Barriers	   Solutions	  
1.	   	   	  
2.	   	   	  
3.	   	   	  
4.	   	   	  
5.	   	   	  
6.	   	   	  
7.	   	   	  
8.	   	   	  
9.	   	   	  




Resource	   Contact	  Information	   Services	  
1.	   	   	  
2.	   	   	  
3.	   	   	  
4.	   	   	  






APPENDIX E: Life Skills Performance Log 
	  
Activity	   Skill	   How	  will	  it	  be	  
applied?	  
Outcome	  
	   	   	   	  
	   	   	   	  
	   	   	   	  
	   	   	   	  
	   	   	   	  
	   	   	   	  
	   	   	   	  
	   	   	   	  
	   	   	   	  
	   	   	   	  




APPENDIX F: Mentor Meeting Form 
What tasks or skills were addressed at this meeting? 
________________________________________________________________________
________________________________________________________________________ 
How was feedback provided? 
________________________________________________________________________
________________________________________________________________________ 





Was the feedback provided helpful for you participation in the task? If so, how will you 












APPENDIX G: Self-Evaluation of the Program and Performance 
 
Circle one response for each statement  
 
I am confident with the skills I have acquired. 
Agree   Disagree  Undecided 
 
I am able to apply these skills in various settings. 
Agree   Disagree  Undecided 
 
I am satisfied with quality of life. 
Agree   Disagree  Undecided 
 
I am satisfied with my health. 
Agree   Disagree  Undecided 
 
I have a good support system (i.e. family, friends, professionals, etc.). 
Agree   Disagree  Undecided 
 
I am more independent at home. 
Agree   Disagree  Undecided 




I can improve my participation at home. 
Agree   Disagree  Undecided 
 
I am safe at home. 
Agree   Disagree  Undecided 
 
I enjoy participating in community activities or events. 
Agree   Disagree  Undecided 
 
I actively participate in community activities or events. 
Agree   Disagree  Undecided 
 
I am confident with my participation in the community. 
Agree   Disagree  Undecided 
 
I feel safe in the community. 
Agree   Disagree  Undecided 
 
I can improve my participation in the community. 
Agree   Disagree  Undecided 




I am confident in setting personal goals for community participation. 
Agree   Disagree  Undecided 
 
I can identify the barriers and solutions to achieve my goals. 
Agree   Disagree  Undecided 
 
I know whom to contact if I need assistance. 
Agree   Disagree  Undecided 
 















APPENDIX H: Participant Evaluation Survey 
Thank you for participating in this survey. There are only 10 questions and should take 
you less than 5 minutes. There are no right or wrong answers. I am interested in how you 
feel. By participating in this survey, you are indicating that you understand that your 
responses are anonymous and will not be identified with you in any way, and that you are 
at least 18 years old. You may skip any question that you find intrusive or offensive, but 
it will help me if you respond to as many questions as you feel comfortable with. 
 
Please circle the answer that best reflects your opinion. 
  
I am satisfied with my participation in daily activities. 
Strongly Disagree Disagree Neutral Agree   Strongly Agree 
 
I am in control of my health. 
Strongly Disagree Disagree Neutral Agree   Strongly Agree 
 
I am confident in the decisions that I make. 
Strongly Disagree Disagree Neutral Agree   Strongly Agree 
 
I feel healthy. 





I have a good support system (i.e. family, friends, professionals, etc.). 
Strongly Disagree Disagree Neutral Agree   Strongly Agree 
 
I engage in community activities or events. 
Strongly Disagree Disagree Neutral Agree   Strongly Agree 
 
I enjoy participating in community activities or events. 
Strongly Disagree Disagree Neutral Agree   Strongly Agree 
 
I feel independent and safe in the community 
Strongly Disagree Disagree Neutral Agree   Strongly Agree 
 
I can improve my participation in the community 
Strongly Disagree Disagree Neutral Agree   Strongly Agree 
 
I am confident in setting personal goals for community participation. 
Strongly Disagree Disagree Neutral Agree   Strongly Agree 




APPENDIX I: Therapist Evaluation Survey 
Thank you for participating in this survey. There are only 10 questions and should take 
you less than 5 minutes. There are no right or wrong answers. I am interested in how you 
feel. By participating in this survey, you are indicating that you understand that your 
responses are anonymous and will not be identified with you in any way, and that you are 
a certified occupational therapist or occupational therapy assistant. You may skip any 
question that you find intrusive or offensive, but it will help me if you respond to as many 
questions as you feel comfortable with. 
 
I am satisfied with the therapist training that was provided. 
Strongly Disagree Disagree Neutral Agree   Strongly Agree 
 
The therapist manual was easy to follow and helped integrate the INSPIRE Model into 
the intervention plans. 
Strongly Disagree Disagree Neutral Agree   Strongly Agree 
 
The training and manual enhanced my awareness of community resources and supports 
for my clients. 
Strongly Disagree Disagree Neutral Agree   Strongly Agree 
 
After completing the training and reading the manual I feel more supported as a 
community-based therapist 




The model was easily integrated to guide therapy interventions in my setting. 
Strongly Disagree Disagree Neutral Agree   Strongly Agree 
 
I feel confident that my clients will improve their independence at home. 
Strongly Disagree Disagree Neutral Agree   Strongly Agree 
 
I feel confident that my clients will improve their independence in the community 
Strongly Disagree Disagree Neutral Agree   Strongly Agree 
 
My clients improved their independence with decision-making. 
Strongly Disagree Disagree Neutral Agree   Strongly Agree 
 
I am satisfied with the client outcomes using the INSPIRE Model.  
Strongly Disagree Disagree Neutral Agree   Strongly Agree 
 
I would recommend the INSPIRE Model process to other community-based therapists. 
Strongly Disagree Disagree Neutral Agree   Strongly Agree 
 










APPENDIX K: Fact Sheet 








APPENDIX L: Executive Summary 
The INSPIRE Model For Productive Living: A Proposed Process Model For 
Community-Based Occupational Therapy Services 
Introduction 
The Integrating New Skills to Promote Independence Rehabilitation and Equity 
(INSPIRE) Model for Productive Living is a proposed process model for community-
based occupational therapy (OT) services to facilitate community participation and 
productive living for adults with chronic disabilities and health concerns. This model 
promotes self-management of health by encouraging independence through self-directed 
learning experiences and skill building. The INSPIRE Model was created to address gaps 
in community-based services that provoke poor health management and dependence. 
Gaps in community-based services have been identified as contributing factors to 
poor health management and community participation. There is currently no model for 
community health management services, and therefore appropriate services and 
community supports after discharge are dependent on the knowledge, perspective, and 
referrals of the primary care provider. Lack of knowledge of community therapy services 
for health management limits the number of referrals and clients who are offered these 
services. Therefore, occupational concerns for safety and independence with daily 
activities are often neglected, resulting in dependence and decreased participation in the 
community. As a result of inadequate and inconsistent services, compliance with health 
management techniques is also hindered and safety and independence with community 




individuals with chronic health conditions are dependent on a standard model that defines 
occupational therapy’s role in health management and guides effective and efficient 
treatment plans (Medina-Mirapeix et al., 2011; Östman, Ung, and Falk, 2015; Freburger, 
Li, Johnson, and Fraher, 2018).  
Theoretical Support 
Theoretical support for the proposed model consists of occupation-based and 
learning theories to promote health management and community integration. The 
Ecology of Human Performance (EHP) and Model Of Human Occupation (MOHO) are 
two occupational theories that consider the impact of environmental factors and 
motivation, respectively, on performance and healthy habits (Dunn, et al., 1994; 
Kielhofner and Burke, 1980). While occupation-based models such as EHP and MOHO 
support the application of occupational therapy principles to the INSPIRE model, the 
process of the model is defined by the concepts of the Adult Learning Theory. 
The Adult Learning Theory outlines a process for skill building by encouraging 
independence with the learning experience (Parslow, 2010). This theory has been applied 
in many learning settings, however has not yet been used to guide healthcare models. The 
INSPIRE Model uses the concepts of the Adult Learning Theory to facilitate 
independence with self-management of health through self-driven and individualized 
intervention plans. The model facilitates motivation by allowing clients to self identify 
their goals, activities, and reflect on their experiences with guidance from a therapist, 
ultimately promoting better health outcomes.   





Best practices for community-based OT programs were identified throughout the 
review of the evidence-based literature. Recently, occupational therapists have 
implemented a holistic and collaborative approach to community-based programs (Chan, 
Woo, and Tang, 2008; Cook, Howe, and Veal, 2004; Trudel, Nidiffer, and Barth, 2007). 
Increased participation from clients has been emphasized in community practice 
standards and service models to encourage community integration. Self-directed learning 
models have demonstrated positive outcomes for adult learners that can be beneficial for 
life skill building and self-management of performance (Eriksson, Baum, Wolf & 
Connor, 2013; Graven, et al., 2016; Hartley and Stockley, 2015). Due to limited research 
on skill acquisition processes for adults with disabilities, as discussed above, the 
theoretical concepts of adult learning should be considered as practice options for life 
skills training and community integration. Increased self-perception of disability 
demonstrated improved identification of goals, barriers and solutions (Fleming, Nalder, 
Alves-Stein, and Cornwell, 2014; Parvaneh and Cocks, 2012). Present studies have also 
revealed positive effects of life skill training, group activities and peer mentoring. These 
intervention strategies promote functional performance, socialization, and self-efficacy 
(Bolster, et al., 2016; Gassaway, et al., 2017; Kolakowsky-Hayner, Wright, Shem, Medel, 
and Duong, 2012). The research on community programs demonstrates the effectiveness 
of holistic, collaborative, and self-directed approaches to community integration services. 
The positive features highlighted above are utilized to develop a comprehensive 




The Process Model 
The INSPIRE Model is intended to guide community occupational therapy 
services to facilitate community integration and self-management of health. The model 
consists of three sequential phases: (1) goal setting, (2) intervention, and (3) reflection. 
Each phase is composed of evidence-based principles to elicit skill acquisition and 
application. The Goal Setting phase encourages the client to use self-concept to identify 
their personal goals and activities. The Intervention phase promotes the acquisition and 
application of self-identified skills to the desired activities, incorporating social contexts. 
The final phase is Reflection, which facilitates the client’s self-reflection on performance 
and progress.  
Throughout the process, clients are encouraged to identify and utilize resources 
such as health care providers and clinics, non-profit organizations, or local community 
groups. By ensuring adequate services and resources, comprehensive and consistent care 
can be established. It is implied that clients will be more likely to utilize these resources 
if they correlate with their desired goals. The self-directed process for skill acquisition 
stimulates motivation, thereby enhancing compliance and carryover of therapeutic skills. 
Overall, the INSPIRE Model encourages clients to become independent with health 
management. 
Dissemination 
The dissemination plan for the INSPIRE Model for Productive Living targets 
three factors: (1) community programs for adults with chronic health conditions, (2) an 




services. Each goal for dissemination builds on one another to improve community OT 
services. Through this dissemination plan, the theoretical foundation and outcomes of the 
INSPIRE Model will reach a variety of audiences, including community-based OTs and 
PCPs, OT service organizations, and the CMS. The Integrating New Skills to Promote 
Independence Rehabilitation and Equity (INSPIRE) Model for Productive Living may be 
resourceful to therapists as a model for community-based OT to improve patient 
outcomes and access to services in the community.  
Conclusion 
 This project aims to develop a process model for community-based occupational 
therapy services to promote self-management of health of adults with chronic health 
conditions. The components of the model were established based on theoretical and 
evidence-based support for best practice and interventions. As dissemination of the model 
occurs, outcomes will be evaluated to determine the impact on health management and 
participation. The model will also be used to structure specialized programs for health 
management such as stroke and fall prevention. Ultimately, the INSPIRE Model For 
Productive Living can help create effective and efficient intervention plans to promote 
positive long-term health outcomes.      
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